Skin comprises about 15% of the total body weight 1 . Infants have a higher surface area-to-volume ratio in comparison to older children & adults. There are important structural and physiological differences between skin of adult and that of infant, the function of skin remaining essentially the same at all phases of life, including: barrier, photo-protection, thermoregulation, immune surveillance, vitamin synthesis, prevention of insensible fluid loss, and sensory perception. 2 Infant skin is found to have higher water content and is able to absorb more water and lose excess water faster than adult skin. Micro structural difference relates to thinner stratum corneum and papillary dermis in infant skin. 3 There is greatly increased mortality of premature infants due to microbial invasion with impaired barrier function. 4 The stratum corneum of infant is 10-15micron thick. 
Damage to it increases skin permeability, and may increase potential for skin or systemic infection, or systemic toxicity to topical chemicals or medication. Direct barrier injury can occur because of increased fragility of infant skin even from removal of adhesive tapes and monitors and thus increasing local permeability. Given the estimated 50% incidence of atopic dermatitis in infants, there are other reasons for barrier function to be impaired at baseline. 5 In intrauterine life the skin is protected by vernix caseosa and the surrounding amniotic fluid. After birth the parameters of skin like thickness, skin pH, stratum corneum maturation continuously get adapted to extra-uterine environment unlike adult skin which remains in a steady state 6 . "Smooth as a baby's bottom" summarizes the popular notion of infant skin; however there are significant structural and functional differences that make infant skin more susceptible to certain problems. During the first years of life, there are considerable developments of the skin and subcutaneous fat that warrant handling infants differently. 7 The age related changes in the dermis can be observed histologically and biochemically. Collagen synthesis decreases and collagen fiber thickens with age and elastic fibers steadily increase in numbers and thickness. 8 Many if not all dermatologic conditions in children exhibit different patterns compared to adults. 9 Children form a major group in our population and pediatric dermatological cases are seen by both dermatologist and pediatricians in clinical practice. 10 The close liaison between the pediatrician and the dermatologist will help in early prevention and TB are the highest, where MDR-TB makes 20 percent of all new cases.
As the tuberculosis chemotherapy era evolved, increasing cases of drug resistance continued to occur mainly as a result of inadequate regimens and nonadherence to therapy. Researchers initially suspected that these resistant organisms had reduced fitness and thus could be classified as being less virulent. This assumption was reversed in the 1990s with the rise in MDR tuberculosis. Substantial attention was focused upon New York City (NY, USA) where a virulent and transmissible strain had spread among immunocompromised populations. Awareness of tuberculosis drug resistance was refocused with a study presented in August, 2006, at the XVI International AIDS Conference in Toronto, Canada, which described an epidemic of XDR tuberculosis in a rural hospital in KwaZulu-Natal Province, South Africa.
To combat this situation a more focused and comprehensive strategy is needed. In Bangladesh the national tuberculosis control programme (NTP) introduced DOTS (Directly observed treatment short clourse) strategy in 1993 and gradually expanded. 
